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A licensure survey and complaint investigation (

#32677, #32825, #32876, and #32959 ) survey

was cofducted from December 3, through

December 11, 2013, at Kindred Nursing and

Rehatlitation - Masters. No deficiencies wera

cited related to the complaints (#32877, #32825,

#32878, and #32959 ) under Chapter 1200-08-06

Standards For Nursing Homes.
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